Africa. One night he assured the speaker that he went to bed feeling well; then he had what he called a malarial attack in the night, and next morning he had acute swelling of the face. He was seen ten days after the onset of the acute febrile attack, which was the beginning of the condition, and he then already had a leonine countenance. He (Dr. Whitfield) scraped a swelling just above the eyebrow with a cover-glass, and the stained specimen showed masses of Bacillus leprxe.
Dr. A. WHITFIELD mentioned a case which the late Dr. Pringle brought to him sixteen years ago, that of an engineer who had been in the United States, India, China and South Africa. One night he assured the speaker that he went to bed feeling well; then he had what he called a malarial attack in the night, and next morning he had acute swelling of the face. He was seen ten days after the onset of the acute febrile attack, which was the beginning of the condition, and he then already had a leonine countenance. He (Dr. Whitfield) scraped a swelling just above the eyebrow with a cover-glass, and the stained specimen showed masses of Bacillus leprxe.
Dr. H. G. ADAMSON said that these cases seemed analogous to those of post-exanthematous lupus, which occurred after measles or other fevers in children who suffered from tuberculous glands.
Dr. GRAHAM LITTLE (in reply) said the doctor reported that there was no rise of temperature. The only drug he (the patient) had received was calcium lactate, and that was after the eruption developed. This patient was at present living in lodgings, and the question arose as to whether he should be allowed to continue to do so. Ought the case to be notified ? Should he be allowed or encouraged to continue his studies at, the Bar? Leprosy was not a notifiable disease, but seven or eight years ago a meeting of dermatologists took place in order to decide what steps should be taken with regard to a case of leprosy under the care of Dr. Stowers. It was decided to support Dr. Stowers in the opinion that it was not a very communicable disease, but those present had not felt happy about that decision. Annular Lichen Planus. By E. G. GRAHAM LITTLE, M.D.
THIS patient is a solicitor, who for six years has had a ringed eruption on the upper part of both legs and on the lower part of the sacrum. He has just come from abroad, where he saw two dermatologists, who both diagnosed syphilis, and the suggestion disturbed him. He came to see me six weeks ago. The eruption is annular throughout, and it is the only kind from which he has suffered. In all the Wassermann tests the reactions have been negative.
(?) Sarcoid.
THIS patient has indurated plaques,-small areas the size of a shilling, which have been noticed for the last six months. They have occurred chiefly on the back of the trunk, without any sensations of pain or discomfort. They are steadily enlarging and are increasing in number. He had a rib removed on the right side by Mr. Herbert Allingham twenty-seven years ago. At the hospital in which this operation was carried out not much information can be given me, but it is stated that there were swellings on the right side of the back, they were painless, and were found to fluctuate. They were* incised and pus came out. (One swelling would not heal, and finally a rib was removed. At that date the diagnosis was supposed to be tuberculosis. I suggest it is sarcoid, coming on after many years, possibly having as a first source a tuberculous rib.
Two Cases of Benign Erythematoid Epitheliomata. By E. G. GRAHAM LITTLE, M.D.
Case I.-There is an isolated lesion on the dorsal surface of the sacrum, now the size of a sixpenny-piece, of two years' duration. It has an erythematoid aspect, and has a very fine rolled edge.
Case II.-In this case the disease is of much older date, a large rodent of the same type, which Dr. Adamson saw eight years ago, before we began to recognize -these cases. The patient has had a flat rodent, 3 in. by 21 in., under the left clavicle. I have brought her so that I may show the excellent effect of freezing. She has had nothing but freezilng treatment for four years. At that time Dr. Adamson gave her X-ray applications, but these had no effect upon the patch. An exposure to the freezing over that area for not more than ten seconds in each area has produced a very good result. The area has so perfectly healed that Dr. Adamson at first thought it was solerodermia. There is smooth skin, with very slight atrophy, on the surface. She has seven or eight of these patches, and the six others are in very much the same condition as four years ago when I first saw the patient.
Dr. H. C. SEMON asked whether there was any objection to excising this type of ulcer. Last week he had a case in which there were two of these typical flat rodents, with an eczematous appearance. He had recommended excision as the best way of getting rid of them. Case for Diagnosis: ? Lichenoid Salvarsan. Exanthem. By W. N. GOLDSCHMIDT, B.Ch.
PATIENT, a male, aged 52, who came to the V. D. department last April on account of chronic superficial glossitis. His Wassermann was positive, and he was given novarsenobillon and bismuth; he stood two injections of 09 grm. novarsenobillon quite well. After the tbird, however, he said he "felt queer" for three days. In three weeks he was given another dose, and then he developed a rash on the body, and was admitted to hospital. This rash rapidly became exfoliative in character, but it remained confined to fairly definite patches on the limbs and trunk, and did not become universal. It was treated with collosol sulphur, but with only slight improvement. A month later the patient was also suffering from boils, which were successfully treated with collosol manganese. The rash was very irritable but otherwise he did not feel ill, and he had no rise of temperature. At this stage three injections of sodium thiosulphate were given, and these caused a definite improvement. The blood-count showed definite eosinophilia and a diminution of lymphocytes. After a few weeks of treatment in the ward the irritation disappeared, but patches of scaly dermatitis remained, though they faded somewhat. At that period the rash looked like parapsoriasis en plaques. But the intense irritability and absence of mica-like scales are against that diagnosis. A month later there was a recrudescence; he came into the hospital again, and after a few weeks the irritation again disappeared, but the patches were still there. At this time several groups of hyperkeratotic follicular plugs were noticed. He still has a rash on the body, but in the interval this has gradually changed its character; the scaliness has almost disappeared, and the colour has changed to that of lilac. The arrangement is rather reticulate, and in the middle of these rings there is a commencing atrophy. The lilac parts surrounding the atrophy show, in certain places on the back, some papules which resemble lichen planus, but in the front that is not distinct, and they seem to consist of dilated vessels with some hyper-pigmentation. Here and there are clusters of lichen spinulosus. A short time ago the rash as a whole reminded me somewhat of poikilodermia atrophicans of Jacobi. Now it is getting more like lichen planus atrophicus. Such a diagnosis would be strengthened by the presence of numerous and increasing areas showing lichen spinulosus. The possible diagnoses appear to be (a) poikiloaermia atrophicans, (b) salvarsan dermatitis resembling lichen planus (several examples of which have been recorded), or (c) lichen planus atrophicus, apparently determined by the injections. With regard to (b), I do not know whether salvarsan dermatitis ever leads to such patches of atrophy. As to (c), it must be emphasized that it is only during the last few weeks that the eruption has begun to resemble lichen planus. Until then such a diagnosis was never dreamt of.
